Results The association follows a gradient pattern where health deteriorates with lower class position even after controlling for indicators typically used in research that examines class differences in health-educational attainment, family income and occupational prestige. The results largely hold when the data are stratified by gender, race and age.
Introduction
Social class is at the heart of survey-based research on inequalities in health. 1 To date, the operationalization of class has typically involved some combination of income, educational attainment and occupational prestige. 2 ,3 Yet these indicators may not fully describe the social complexity of class-something that could be done more efficiently and comprehensively by asking respondents to place themselves on the class scale. Unlike traditionally used indicators, selfassessed class can include people who are not in the labor force, such as retired, currently unemployed, homemakers and people working in the informal or illegal economy. 1 Surveys and administrative data, furthermore, rarely include all information relevant for class position such as home ownership, neighborhood characteristics and consumption patterns. 4 Subjective measurement, in that sense, has the potential to more fully characterize the social class of people that social sciences and public health have had a difficulty characterizing in the past. In fact, sociologists have long argued that class is a more complex and subjective experience than how it is typically measured in surveys. 5, 6 The present study expands the measurement of social inequalities in health by examining the concurrent validity of self-assessed class using pooled cross-sectional data from the 2012 and the 2014 General Social Survey. The measure of self-assessed class shares a key quality with one of the most popular survey measures in social epidemiology: selfrated health. Similar to how self-rated health holistically captures physical and mental health and therefore consistently predicts mortality and morbidity, [7] [8] [9] [10] self-assessed class has the potential to more comprehensively capture a person's place in the socioeconomic order. The measure may produce valid and more easily documented information about social class compared to a single or multiple indicators typically used in surveys such as years of schooling, income, or occupation. 11 Similar to what has been argued for self-rated health, 9 people do not evaluate their social standing arbitrarily but their evaluation reflects a deep immersion into their cultural context and a nuanced understanding of where they fit socially.
The reason why all relevant aspects of class are never covered in surveys lies either in the practical limitations of empirical studies, especially those that are not designed with the explicit goal of assessing social inequality, or in the inadequacy of our present knowledge to appropriately measure all the individual ingredients that produce a class position in contemporary society. Researchers tend to look primarily, for example, at the number of years of schooling and not at the quality or prestige of education as this is not the type of information that most surveys and administrative data have available (for an exception, see 13 ). In sociology, the social science discipline where the concept has been most studied, social class typically refers to the position that one takes within the ownership of the means of production and the authority they have in the workplace.
14 While class is defined in relation to economic stratification and material arrangements, social status is based on cultural beliefs. 15 Broadly, status can be defined as a cultural construct that describes the standing that an individual has relative to others in their society with regard to prestige, social worth and respect. 15 Prior research on selfassessed social status has found an effect on health that is independent of socioeconomic indicators 16 yet there has been no similar research on self-assessed social class-the goal of the present study.
Subjective social class might be especially useful when more traditional indicators of socioeconomic position fail. A limitation of standard definitions of social class, as described earlier, is that it may not be inclusive enough. Some have argued, for instance, that income is not a very useful indicator of class in older populations. 17 A similar argument has been made for groups defined by gender and race. Standard indicators may not adequately describe class position for blacks and women and they tend to be less predictive of mortality than among whites and men. 18, 19 In particular, there is evidence that income, educational attainment and occupational prestige exhibit a weaker predictive validity among African Americans. 4 In this group, social class may be a more encompassing experience that includes features such as personal and family wealth, 20 information usually not available in surveys. Therefore, I empirically elaborate the association between class and health by examining whether class predicts health across subgroups of the population defined by gender, race and age.
Methods

Data
The General Social Survey (GSS) is an ongoing crosssectional probability survey carried out among adults in the United States. 21 The study is based on data from 2012 (N = 1974) and 2014 (N = 2538) because they have comparable measures. I did not use the entire sample because the selfrated health question, the only available measure of health status, was asked from a random 2/3 of participants in the GSS sample in those two years. Data were gathered with face-to-face interviews using computer-assisted personal interviewing mainly in respondents' households. The variable with the highest proportion of missing data was participants' family income. Response rate was 71.4% in 2012 and 69.2% in 2014. Missing data have been imputed using multiple imputation by chained equations with 20 imputed datasets. 22 Missing data on the dependent variable were not imputed but the dependent variable was used in all the imputation models. The cases with missing data on age were removed. The imputation models included the same variables as the analysis models.
Measures
Self-rated health was measured by asking participants to rate their health on a scale with four response options: 1 = poor, 2 = fair, 3 = good and 4 = excellent. Despite occasional debates about the value of using self-rated health to examine inequalities in health, the measure has been used successfully in many applications. 8 Subjective class identification was assessed with the following question: 'If you were asked to use one of four names for your social class, which would you say you belong in: the lower class, the working class, the middle class, or the upper class?'.
Demographic (and stratifying) variables included age, gender and race (white, black, other). Participants' socioeconomic position was described with three measures. First, educational attainment was assessed as the highest number of years of schooling completed (range: 0-20). Second, a composite index assessed occupational prestige based on the 2010 Census occupation classification and estimated from 539 occupational categories. Interviewers presented respondents with nine vertically placed boxes and they were asked to place an occupation into a box that corresponded to its social standing. 23 According to the GSS, the measure was a 'simple mean value of ratings for each occupation category, converted to a scale of 0 (bottom) to 100 (top)'. For example, a salesperson in a store has a 10 points lower prestige score than a union organizer. 24 If the respondent was currently working, prestige refers to their current occupation, and if they have ever worked, it refers to their most recent occupation. Those who have never worked do not receive a prestige score. The score was divided by 10 for ease of interpretation.
We also used information about participants' family income, before tax, measured with 12 unequally spaced categories ranging from 1 = 'less than $1000' to 12 = '$25 000 or more.' The income variable was recoded into a dummy that equals one if income was $25 000 or more (the median category) and zero if it was less than $25 000. Finally, the models included a dummy variable indicating whether the data were collected in 2012 or 2014.
Statistical analysis
In the first, descriptive, stage of the analysis, health status was compared across the four social classes, along with demographic characteristics and socioeconomic attainment. Next, I estimated a series of ordinary least squares (OLS) regression models separately by gender (male/female), race (white/black) and age (younger than 65/65 years or older) with self-rated health as the dependent variable. Model one focused on educational attainment, family income and occupational prestige. Model two examined the extent to which self-assessed class absorbs the association between health and these three typically used indicators. The goal was to see whether they account for the association between class and health. The change in the coefficients was tested using seemingly unrelated regression. 25 The gradient pattern in the association between selfassessed class and health was examined by applying a Wald test. The test helped estimate the statistical significance of the difference between adjacent coefficients-more specifically, I compared the coefficients between (i) lower and working classes, (ii) working and middle classes and (iii) middle and upper classes. Significant differences provide evidence for a gradient pattern in the association. Given that the sample size is relatively small once the analysis is broken down by class, the significance level for these analyses was set at P < 0.10. The higher significance level implied a greater risk of erroneously rejecting the null hypothesis but also less chance of not detecting actual relationships.
Supplementary analysis
As a sensitivity check, I estimated another set of models in which self-rated health, the dependent variable, was modeled using ordinal logistic regression-results were substantively unchanged. These analyses are available in the Supplementary Data. I also created a variable that describes class position based on workplace ownership and authority to control for an objectively measured social class. The details of this analysis and the results are in the Supplementary Data. Table 1 presents summary statistics by class. Relatively few participants have placed themselves in the upper class (N = 87). In line with previous research, most participants chose either working or the middle class category. 4 Higher social class corresponded to better health-whereas those in the lower class had a mean health score of 2.37, upper class members scored an average of 3.34. Participant's social class consistently reflected their indicators of socioeconomic position traditionally used in health inequalities research. Participants in the upper class reported the most years of Values are means (standard deviations in parentheses) based on 20 multiply imputed datasets.
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schooling and had the highest average occupational prestige. They were at almost the same level as the middle class with regard to income. These results were ordered in a fashion where increasingly higher class was associated with higher socioeconomic attainment. In Table 2 , the models were estimated separately by gender. Among both sexes, health was significantly and positively associated with education and income but not with occupational prestige. In support of the present study's thesis, self-assessed class predicted health among males and females so that higher class identification was associated with better health. Moreover, there was a significant gradient pattern in the association between class and health between all class categories. Further, among both sexes, the coefficients on education and income were significantly reduced after introducing social class in the model but the change was smaller in magnitude among females. Once self-assessed class was added in Model 2, the reduction in coefficients was the greatest for income-16% among females and 35% among males. Table 3 shows that self-assessed class significantly predicted health status only among whites although the general gradient pattern was also observed in the black race group. The same is the case for statistically significant reduction in the coefficients on education, income and occupational prestige. The greatest change in magnitude was recorded for income-the coefficient contracted by 27%. There is also a significant gradient pattern in the association with health across all class categories among whites. Interestingly, and in line with some prior research on race and socioeconomic differences in health, income was not associated with health among blacks. As for the gradient pattern of the association b Difference in coefficients between the marked class category and the preceding class is significant at P < 0.10. between class and health among blacks, a significant difference between adjacent classes was observed only between the lower and the working classes.
In Table 4 , estimates are reported based on age-stratified models. Whereas in Model one education and income predicted health among both younger and older participants, income was no longer a significant predictor in the older group after adjusting for class. Most importantly, selfassessed social class was significantly associated with health among both groups in a gradient pattern-as evidenced by the statistical significance of the differences between the coefficients across adjacent classes. Finally, in both age groups, there was a significant reduction in the coefficients for all three standard ingredients of objectively measured social class-education, income and occupational prestige. The greatest reduction in the magnitude of the coefficients was documented for income (23% among younger and 44% among older participants).
Discussion Main finding of this study
The present study documents a consistent gradient in the association between self-assessed social class and overall health net of typically used indicators of class position and across groups defined by gender, race and age. Participants who identified themselves as being lower on the social class scale reported worse health than those in the higher classes. In most stratified models, the association between the three objectively measured indicators of class position and health changed significantly once self-assessed class was introduced to the models. These results suggest that subjectively identified social class absorbs some of their influence on healthalthough not entirely.
The group for which the results deviated the most from the gradient pattern are blacks-self-assessed class was not significantly related to health. Furthermore, of the three Change in the coefficient from Model 1 to Model 2 (on education, income and occupation) is significant at P < 0.10. b Difference in coefficients between the marked class category and the preceding class is significant at P < 0.10.
socioeconomic indicators, only education significantly predicted health while self-assessed class did not help explain its association with health. These findings highlight that, among African Americans, class captures something in addition to-or more than-educational attainment, income and occupational prestige. Because the sample size in that group was much smaller than for any other group, an alternative explanation might be that tests were underpowered to detected associations that may in fact exist.
What is already known on this topic
In line with research using multiple socioeconomic indicators to represent social class, [26] [27] [28] the present study found that reporting membership in lower social classes was consistently related to poorer self-rated health. The current study has similarities with research on subjective social status and health. 29 In particular, the term 'cognitive averaging' has been used to describe the process by which people consider a variety of standard markers of their social and economic standing as well as the past and future conditions when assessing their status. 30 A similar process might be at work for self-assessed class where people might consider a wide range of socioeconomic indicators many of which are not measured in most surveys-yet this is not something I was able to test in the GSS data. Similar to the present findings, however, this line of research found that education, income and occupation do not entirely explain the relationship between subjectively assessed social status and health-pointing to, as authors concluded, a multidimensional nature of social inequality. 
What this study adds
This study demonstrated that social class may still be a salient framework through which individuals perceive their standing in contemporary society, capturing dimensions beyond the typically measured indicators of education, income and occupation. The results, more specifically, contribute to the ongoing conversations on measurement issues in survey research on inequalities in health. 11 To the best of my knowledge, the present study is the first to systematically examine the empirical value of subjectively identified social class to measure inequalities in health. Selfassessed class may be especially useful under common circumstances where studies have limited survey space and interview time. The study also brings attention to the intricacies involved in measuring social class and the need to continue considering additional or alternative measures to those typically used in survey research on health. Social class is a complex and changing phenomenon that is difficult to assess comprehensively with data collected in surveys and administrative medical records. Asking people to assess their own class may help fill in the gaps in the measurement of class position and thus advance the social science and public health research on inequalities in health.
Limitations of the study
The use of cross-sectional data prevents statements about causal relationships. But the goal of the study was not to document a causal effect-the goal was to demonstrate the value of a simple and efficient measure of social class that relies on survey participants' subjective and holistic assessment of their socioeconomic position. Further, given that relatively few participants have positioned themselves in the upper class, the estimate of the association with self-rated health may not be as reliable as it is for the other three class categories. I was also not able to explore the mechanisms involved in how people choose which class they belong to, a topic addressed next.
It would be useful to know what is the reference group for evaluating class position-in particular, do people evaluate themselves compared to people of the same group-as defined by age, race and gender, similar to what has been found in studies examining self-rated health. 31 There is evidence that, perhaps due to different reference groups people use when assessing their health, self-rated health does not neatly parallel the deterioration in chronic conditions and disability along with advancing age. 32 Furthermore, the nonlinear nature of the relationship between subjective and objective social status suggests that the standard indicators of social class, such as educational attainment, matter differently for subjective identification at different levels of social class. 33 It is not clear what socioeconomic aspects are taken into account when evaluating one's social class position. The inclusiveness of the self-assessed measure is an advantage but the lack of specificity obviates the possibility to know what individual aspects of class position-and their relative weights for different groups-are reflected in the responses. It may be the case, for instance, that housing plays a greater role in assessing own class for some groups compared to others. Since the association with health remained after controlling for income, education and occupational prestige, there are clearly more factors that people considered that are not captured by these measures. The other aspects may include family wealth, home ownership or neighborhood conditions. Future research could profit from focusing on this topic.
The findings are open to more than one interpretation. It may be the case that people who consider themselves to be more highly positioned in the class order are also the ones who are generally more optimistic when they evaluate their health, instead of 'actually' having better health. 34 , 35 Yet it is not clear whether optimism related to class position would precisely translate into optimism about health or vice versa. With more concrete and clinically based measures of healthmeasures that were not available in the GSS-this explanation could be evaluated empirically.
Supplementary data
Supplementary data are available at the Journal of Public Health online.
